operations without facial nerve damage though with only a 30°0 betterment rate for tinnitus, the latter aspect presumably being related to patient selection.
Base of the skull surgery requires a comprehensive, three-dimensional understanding of anatomy in order to design and implement a satisfactory surgical exposure. Adequate visualization of the pathologic lesion allows the best possible chance for total removal of the neoplasm and maximum preservation of adjacent, uninvolved, neurologic tissues; this is greatly facilitated by the use of the operating microscope. The surgical anatomy of the suboccipital craniectomy, one of many approaches to the skull base, is the subject of this discussion.
The suboccipital craniectomy is a lateral-posterior approach to the temporal bone. Various skin incisions can be used to expose postauricular cortical bone: the 'U' shaped incision of Dande; a linear superior-inferior incision; and a modified middle cranial fossa incision with a posterior extension, which allows access via the suboccipital transmastoid and middle cranial fossa.
The suboccipital osseous craniectomy is posterior to the lateral sinus, and may be extended anteriorly or posteriorly. Addition of the translabyrinthine approach provides anterior extension to the facial nerve. The suboccipital dural incision has been modified by placement closer to the porus, thus allowing, in part, extradural retraction of the cerebellum. This has a protective function in preventing damage to the cerebellum, thus reducing the incidence of postoperative hydrocephalus.
After the porus acusticus is identified, the periosteum overlying the internal auditory canal is incised laterally, avoiding the lateral sinus. The incision is approximately one centimetre, and this elevated periosteum is then removed. Using appropriate mastoid burrs, the bone is removed from the posterior lip of the internal auditory canal to within approximately 2 mm of the falciform crest. Further lateral extension of the osseous incision may violate the vestible, and thus destroy any residual hearing. The superior semicircular canal is safe from intrusion with this approach.
Brain shrinkage is accomplished by mannitol diuresis and hyperventilation. The brain volume is further reduced by opening the lateral cerebellomedullary cistern.
Neurolemmomas usually originate from the superior vestibular division of the VIII cranial nerve, are relatively soft, and can be quite easily dissected from lateral to medial, out of the internal auditory canal. The facial nerve most often is deflected by the tumour inferiorly, and before the nerve enters the brain stem, it often takes a right angle from posterior to anterior. Occasionally, the nerve is deflected superiorly by the tumour, but again, in the author's experience, there is a sharp angle as the nerve approaches the brain stem. This sudden angulation of the nerve places the nerve in jeopardy as the surgeon approaches the brain stem.
One variation found in the cerebellopontine angle anatomy was a large labyrinthine artery which appeared almost to fill the internal auditory canal (lAC). There was no doubling-back of this vessel, or any evidence to suggest that it was a loop of the anterior, inferior cerebellar artery. Another anatomical variant noted was a markedly widened lAC that did not contain tumour, but did contain very firm, gritty, fibrous scar tissue with anterior displacement of the lateral sinus, so that the sinus nearly encroached upon the porus acusticus.
After the neoplasm is removed from the cerebellopontine angle and lAC, the osseus defect in the lAC is filled with a plug ofmuscle taken from the incisional site. The muscle plug in the lAC has been effective in preventing cerebrospinal fluid leaks.
Summary
The suboccipital craniectomy done with the patient in the prone position using modern microsurgical methods gives good anatomical exposure essential for efficient, accurate, total removal of cerebellopontine angle neoplasms and allows adjacent. uninvolved neurological structures to be spared. Modifying the anatomical exposure by varying the size and shape of the osseous craniectomy and placing the dural incision closer to the porus acousticus permits extradural retraction of the cerebellum. Thus large cerebellopontine angle neoplasms can be excised with less chance of damage to the cerebellum and smaller risk of hydrocephalus. The suboccipital craniectomy may be extended anteriorly to the facial nerve, thereby combining the suboccipital with the translabyrinthine approach. and providing a more direct angle to a large neoplasm involving the brain stem and cerebellum.
